YORK CENTRAL SCHOOL

STAFF ACCIDENT REPORT OF WORK-RELATED ACCIDENTS
FILE C-2
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S
O |PART OR FULL TIME EMPLOYEE? EMPLOYEE'S WORK WEEK (Indicate days of week usually worked)
N

2 ADDRESS WHERE ACCIDENT OCCURRED DEPT WHERE REGULARLY EMPLOYED
| c
I |TIME OF ACCIDENT COUNTY WAS ACCIDENT ON EMPLOYER'S PREMISES?
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happened and how it happened. Use back of this sheet if necessary).
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NAMES OF THOSE PRESENT AT TIME OF ACCIDNT
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: ADDITIONAL INFORMATION (First aid administered, where taken after accident, etc.)
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